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Abstract 
Background: Home visitation is a popular mechanism for supporting parents and their young chil-
dren. Breastfeeding is often promoted by home visitors due to its health benefits. However, maternal 
depression may interfere with breastfeeding. Thus, home visitors may be attempting to encourage 
health-promoting behaviors like breastfeeding, but maternal depression may interfere with engage-
ment in those behaviors. Method: The data for this study were provided by the Des Moines Healthy 
Start and the Empowerment Family Support Project (DMHSP). We analyzed the relation between 
depression and breastfeeding for 364 women. Results: First, rates of elevated depression scores in this 
sample of women (8.7%–21.4% of women) were lower than rates of elevated depression scores re-
ported in other studies of women enrolled in home visitation (30%–50% of women). Second, rates of 
breastfeeding at 3 months postpartum in this sample (56% of women) were higher than rates of 
breastfeeding reported in the general population (51% of women). Third, Non-Hispanic White 
women were significantly less likely to breastfeed compared to other racial groups. Fourth, average 
Edinburgh Postnatal Depression Scale (EPDS) scores during the first 3 months postpartum, but not 
during pregnancy, were predictive of likelihood to breastfeed at 3 months postpartum, even after 
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accounting for demographic characteristics. Conclusion: Addressing maternal depression during the 
early postpartum period may increase the likelihood of engaging in breastfeeding. 
 





Home visitation (HV) is an increasingly popular mechanism for supporting parents and 
their young children. In 2017, over 300,000 families received HV services via 15 different 
evidence-based models (National Home Visiting Resource Center, 2018). Although there 
are various models of HV programs, most programs inherently share a focus on in-home 
services aimed at promoting children’s health, bolstering children’s emotional and aca-
demic development, and encouraging family self-sufficiency (Duffee, Mendelsohn, Kuo, 
Legano, & Earls, 2017). Most programs target families that are faced with risk factors 
known to interfere with children’s success, such as low socioeconomic status and inade-
quate prenatal care. Research has shown that HV is effective for a number of outcomes, 
including promoting positive parent-child interactions, promoting positive parenting be-
haviors, increasing the likelihood of appropriate socioemotional and cognitive develop-
ment, and reducing children’s healthcare encounters (Kitzman et al., 1997; Love et al., 2005; 
Mejdoubi et al., 2014; Olds et al., 2002). 
Among several parenting practices, increasing the likelihood of breastfeeding has been 
a target for many HV programs due to its health benefits (Victora et al., 2016). For children, 
breastfeeding has been shown to have cognitive benefits, offer protection from infections, 
and reduce the likelihood of obesity and diabetes (Binns, Lee, & Low, 2016; Victora et al., 
2016). For mothers, breastfeeding has been shown to reduce the likelihood of hypertension, 
diabetes, and cancers (Binns et al., 2016; Stuebe, Rich-Edwards, Willett, Manson, & Mi-
chels, 2005). For families, breastfeeding has been shown to increase spacing between chil-
dren (Victora et al., 2016). 
Due to these health benefits, increasing the rate of breastfeeding is both a national and 
a global priority. The World Health Organization (WHO) and the American Academy of 
Pediatrics (AAP), for example, recommend exclusive breastfeeding for the first 6 months 
of life (American Academy of Pediatrics Section on Breastfeeding, 2012; World Health Or-
ganization, 2011). One of the Healthy People 2020 goals is to have 25.5% of children exclu-
sively breastfed through 6 months postpartum and to have 60.6% of children receive at 
least some breastfeeding through 6 months postpartum. In 2015, those rates were, on av-
erage, 24.9% and 57.6%, respectively. Those with the lowest family income and lowest ed-
ucation, similar to those typically enrolled in HV programs, were the least likely to both 
breastfeed exclusively and breastfeed at all at 6 months postpartum. In 2015, 18.9% of those 
with a high school degree, compared to 34.4% of those with an advanced degree, were 
exclusively breastfeeding at 6 months postpartum; and 45% of those with a high school 
degree, compared to 77% of those with an advanced degree, were breastfeeding at all at 6 
months postpartum (Healthy People, 2020). 
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Home visitors are well-positioned to contribute to these goals and priorities due to their 
frequent contact with mothers both during the prenatal period and the postpartum period. 
Indeed, HV programs have already been shown to increase the likelihood of initiating 
breastfeeding (Shah & Austin, 2014). Given the potential impact of increasing the likeli-
hood of breastfeeding, it is important to understand not only the factors and circumstances 
that contribute to the likelihood of breastfeeding but also those that undermine that likeli-
hood. One factor that could undermine the likelihood of engaging with breastfeeding, es-
pecially in a HV population, is maternal depression (MD). 
In a study on the prevalence of MD in HV, Stevens, Ammerman, Putnam, and Van 
Ginkel (2002) found that around 30% of women receiving HV services had elevated scores 
on the Beck Depression Inventory II, a measure of depressive symptoms. Similarly, Segre, 
O’Hara, Brock, and Taylor (2012) found that around 30% of women receiving HV services 
had elevated scores on the Edinburgh Postnatal Depression Scale (EPDS), a measure of 
depressive symptoms used during the perinatal period. In a review of MD in HV, Ammer-
man, Putnam, Bosse, Teeters, and Van Ginkel (2010) reported a study in which up to a 50% 
of women enrolled in HV experienced elevated levels of depressive symptoms. These rates 
are much higher than those typically found in the perinatal population, which hovers be-
tween 13% (O’Hara & Swain, 1996) and 19% (Gavin et al., 2005). It is important to investi-
gate depressive symptoms in the context of HV because HV attempts to engage mothers 
in parenting practices, including breastfeeding, that require the exact tools—energy and 
motivation—that depressive symptoms may compromise. 
Maternal depression has previously been cited as one factor that interferes with breast-
feeding (Hatton et al., 2005; Slomian, Honvo, Emonts, Reginster, & Bruyere, 2019), specif-
ically its initiation and duration (Dennis & McQueen, 2009; Dias & Figueiredo, 2015). 
Studies have also demonstrated a relation between MD and attitudes about breastfeeding, 
feelings of competence, and difficulties breastfeeding (Galler, Harrison, Ramsey, Chawla, 
& Taylor, 2006; Henderson, Evans, Straton, Priest, & Hagan, 2003; Watkins, Meltzer-Brody, 
Zolnoun, & Stuebe, 2011). 
Taken together, prior research suggests that while home visitors may be attempting to 
encourage breastfeeding, MD may interfere with the likelihood of breastfeeding. While 
previous research has demonstrated elevated levels of MD in HV studies, there is a paucity 
of research focused on the potential undermining effects of MD on breastfeeding in HV. 
The purpose of the present study was to examine whether MD might undermine the like-
lihood of breastfeeding, specifically in a HV population. Results from this study have the 
potential to inform future prevention and intervention efforts in HV related to breastfeed-




In the present study, we ask whether rates of MD are similar to rates of depression reported 
in other HV programs, how rates of breastfeeding compare to rates of breastfeeding re-
ported nationally, and whether severity of MD predicts the likelihood of breastfeeding. 
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2.1. Setting 
The data for the present study were provided by the Des Moines Healthy Start and the 
Empowerment Family Support Project (DMHSP), which operates through EveryStep. This 
program provides HV services for women located in geographic areas with high infant 
mortality rates. Most women in DMHSP face risk factors including a low socioeconomic 
status and inadequate healthcare. Parents may enroll in the program prenatally or postna-
tally; parents do not have to be first-time parents to enroll. Once enrolled, parents are able 
to receive home visits until their child is 5 years old. As part of DMHSP, home visitors use 
evidence-based curricula—Growing Great Kids and Parents as Teachers—to educate par-
ents, and sometimes other caregivers, about caregiving practices that optimize child de-
velopment and well-being. Regarding breastfeeding, home visitors provide caregivers 
with education on several feeding options, including on the benefits and consequences of 
each type of feeding option. Although guided by the curricula, home visitors tailor sessions 
to families’ specific needs and provide additional advocacy and support for families if re-
quested. 
DMHSP also provides prenatal and postnatal appointments with a nurse consultant 
during the third trimester and during the first two weeks postpartum. Among several top-
ics related to pregnancy, child birth, and child development, the nurse consultant provides 
education on breastfeeding. The nurse consultant also assists participants struggling with 
breastfeeding by providing one-on-one appointments to resolve breastfeeding challenges. 
Administrators from DMHSP provided demographic, depression, parenting, and child 
outcome data from 2,480 women who enrolled between 2001 and 2010. Home visitors col-
lected demographic information upon enrollment. They aimed to collect information on 
MD at several assessment periods: 1st, 2nd, and 3rd trimesters of pregnancy, as well as 3, 
6, 9, 12, 18, and 24 months postpartum. They also aimed to collect parenting and child 
information at the same postpartum assessment periods: 3, 6, 9, 12, 18, and 24 months post-
partum. However, because participants could enroll in DMHSP at various times through-
out pregnancy and the postpartum period, the number of assessments for each participant 
was highly variable. 
 
2.2. Participants 
The database provided by DMHSP included information from a total of 2,480 women. Not 
all women in the database provided data that aligned with the aims of this paper. As such, 
we selected women who provided data on breastfeeding at 3 months postpartum, at least 
one depression score during pregnancy, and at least one depression score during the first 
3 months postpartum. Using these criteria, we selected 364 women for our final sample. 
Compared to other women in the database (N = 2106), the women in our sample (N = 364) 
were less likely to be Non-Hispanic White, χ2(1) = 10.988, p = .001, more likely to be in a 
relationship, χ2(1) = 20.841, p < .001, less likely to be insured, χ2(1) = 8.850, p = .003, and of 
older age, t(558.83) = −4.076, p < .001. Importantly, the groups did not significantly differ 
on rates of breastfeeding at 3 months postpartum, χ2(1) = 1.116, p = .291. There were also 
nonsignificant differences in severity of depression during pregnancy, t(518) = 1.177, p = 
.240; however, women who were not selected for this study had higher depression scores 
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during the first 3 months postpartum, t(848.47) = 2.753, p = .006. The demographic charac-
teristics of the mothers in the present study are displayed in Table 1. 
 
Table 1. Demographic Characteristics of Mothers 
  M (SD) 
Maternal Age at Birth  27.55 (5.71) 
  N (%) 
Child Gender Female 187 (51.4%) 
Race Non-Hispanic Asian 65 (17.9%) 
 Non-Hispanic Black 81 (22.3%) 
 Non-Hispanic White 51 (14.0%) 
 Non-Hispanic Other 7 (1.9%) 
 Hispanic White 142 (39.0%) 
 Hispanic Other 18 (4.9%) 
In a Relationship Yes 246 (67.6%) 
Insured Yes 174 (48.3%) 
High School Education Yes 149 (40.9%) 
 
2.3. Variables 
In the present study, there was one dependent variable—breastfeeding at 3 months post-
partum—and one independent variable—maternal depression—per analysis. 
 
2.3.1. Depression symptom severity 
The Edinburgh Postnatal Depression Scale (EPDS) (Cox, Holden, & Sagovsky, 1987) was 
used by DMHSP home visitors to screen for depression. The EPDS is a 10-item self-report 
measure that assesses the severity of depressive symptoms. Participants responded to each 
item on a scale of 0 to 3. Scores range from 0 to 30, with higher scores reflecting higher 
depressive symptomology. The EPDS has been validated in a perinatal population and has 
adequate sensitivity (86%) and specificity (78%) (Cox et al., 1987). The EPDS is widely used 
and has high internal consistency (Bergink et al., 2011; McBride, Wiens, McDonald, Cox, & 
Chan, 2014). 
DMHSP has previously used a cutoff score of ≥ 12 on the EPDS to indicate likely de-
pression (Segre et al., 2012); we used the same cutoff score in the present study. We com-
puted the severity of depressive symptoms by averaging mothers’ available EPDS scores 
during the prenatal period and separately during the early postpartum period. Out of three 
total possible EPDS scores during pregnancy (1st trimester, 2nd trimester, and 3rd tri-
mester), women had an average of 1.3 (SD = 0.5, range = 1–2) scores. Out of three total 
possible EPDS scores during the first 3 months postpartum (1–3 weeks postpartum, 6 
weeks postpartum, 3 months postpartum), women had an average of 1.9 (SD = 0.4, range 
= 1–3) scores. It should be noted that, for some women, their average score reflected one 
score. However, EPDS scores at different time points were correlated with each other (Ta-
ble 2). 
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Table 2. Bivariate Correlations between EPDS Scores at Different Assessment Periods 
 1st Tri 2nd Tri 1–3 W PP 6 W PP 3 M PP 
1st Tri Pearson Correlation 0.625** 0.477** 0.062 0.371** 
 N 103 101 3 99 
2nd Tri Pearson Correlation  0.506** 0.399 0.447** 
 N  337 14 330 
1–3 W PP Pearson Correlation   0.830* 0.596** 
 N   12 308 
6 W PP Pearson Correlation    0.674* 
 N    13 
**p < .001, *p < .05; Tri = trimester, PP = postpartum, W = weeks, M = months 
 
2.3.2. Breastfeeding 
During the postpartum period, home visitors asked mothers, “Are you currently breast-
feeding?” Mothers could respond “yes,” “no,” or “never breastfed.” We dichotomized this 
variable into “yes” (scored 1) and “no” (scored 0) by grouping together “never breastfed” 
with answers of “no.” 
For the present analysis, we used data reported at the 3 month postpartum assessment. 
We neither had information on mothers’ employment status at each assessment period nor 
information on whether mothers were offered a paid maternity leave, thus we chose the 3 
month postpartum assessment period because we believe it is the assessment period dur-
ing which mothers were most likely to still be at home with their children, due to a typical 
maternity leave in the United States lasting 3 months. Returning to work has been shown 
to decrease the likelihood of breastfeeding (Laisiriruangrai, Wiriyasirivaj, Phaloprakarn, & 
Manusirivithaya, 2008; Ogbuanu, Glover, Probst, Liu, & Hussey, 2011), thus examining the 
3 month assessment period instead of the 6 month assessment period, for example, poten-
tially reduced some confounds associated with returning to work. Moreover, even though 
the WHO and the AAP recommend exclusive breastfeeding through 6 months postpartum, 
breastfeeding for at least 3 months postpartum is also predictive of several important 
health outcomes (Chung et al., 2007). 
 
2.3.3. Covariates 
Various demographic variables (race, relationship status, insurance, and maternal age at 
birth) were significantly associated with breastfeeding at 3 months postpartum (Table 3); 
thus, we included them as covariates in each analysis. A chi-square test indicated the rela-
tion between race and breastfeeding at 3 months postpartum was statistically significant, 
χ2(5), (N = 364) = 19.742, p = .001, and post-hoc analyses revealed that the Non-Hispanic 
White group was driving this finding (Table 4). Due to this result, we dichotomized race 
as NonHispanic White vs. Other for subsequent analyses. Both relationship status and in-
surance status were dichotomized (being in a relationship vs. not; having insurance vs. 
not). Maternal age at birth was significantly associated with breastfeeding at 3 months 
postpartum; mothers who breastfed had a mean age of 28.14 years, and mothers who did 
not breastfeed had a mean age of 26.79 years, t(362) = −2.26, p = .024. 
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Table 3. Relationship between Demographic Characteristics and Breastfeeding 
Demographic Characteristic BF Yes/No Percentage Group Comparisons 
Non-Hispanic White yes 27.5% χ2(1, N = 364) = 19.683, p < .001 
 no 60.7%  
In a relationship yes 61.4% χ2(1, N = 364) = 8.778, p = .003 
 no 44.9%  
Insurance yes 48.9% χ2(1, N = 360) = 6.132, p = .013 
 no 61.8%  
High school education yes 51.0% χ2(1, N = 364) = 2.598, p = .107 
 no 59.5%  
Note: BF = breastfeeding 
 
Table 4. Percentage of Each Racial Group Breastfeeding at 3 Months Postpartum 
Race Percentage 
Non-Hispanic Asian 61.5% 
Non-Hispanic Black 60.5% 
Hispanic White 60.6% 
Non-Hispanic White 27.5% 
Hispanic Other 61.1% 




3.1. Results question 1 
What are the descriptive characteristics of depression scores in this sample of women re-
ceiving HV services? During pregnancy, the average EPDS score was 6.7 (SD = 4.86), and 
during the first 3 months postpartum the average EPDS score was 5.4 (SD = 4.18). Table 5 
lists further descriptive characteristics of depression scores in this sample of women. 
 
Table 5. Descriptive Characteristics of Depression Scores 
 1st Tri 2nd Tri 1–3 W PP 6 W PP 3 M PP 
Minimum 0 0 0 0 0 
Maximum 23 24 21 15 21 
Mean (SD) 6.13 6.61 5.49 (4.72) 6.29 5.39 
 (5.12) (5.00)  (5.18) (4.49) 
Percentage of women with EPDS ≥ 12 16% 14% 11.5% 21.4% 8.7% 
N 106 361 338 14 333 
Note: Data for third trimester was not available. Tri = trimester, PP = postpartum, W = weeks, M = months 
 
3.2. Results question 2 
What are the descriptive characteristics of breastfeeding in this population at 3 months 
postpartum? At 3 months postpartum, 56% of mothers in this sample were breastfeeding. 
As seen in Table 2, NonHispanic White mothers, mothers not in a relationship, mothers 
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with insurance, and younger mothers were significantly less likely to breastfeed than their 
respective counterparts. 
 
3.3. Results question 3 
Is the severity of maternal depression associated with the likelihood of breastfeeding in 
this population? A binary logistic regression—with breastfeeding at 3 months as the de-
pendent variable—indicated that, after accounting for race, relationship status, insurance, 
and maternal age, the severity of depression during pregnancy did not significantly pre-
dict breastfeeding at 3 months postpartum, χ2(1) = 2.606, p = .106. In this analysis, both race, 
χ2(1) = 10.887, p = .001, and relationship status, χ2(1) = 4.906, p = .027, emerged as unique 
predictors of breastfeeding at 3 months postpartum. 
In contrast to the severity of depression during pregnancy, after accounting for race, 
relationship status, insurance, and maternal age, the severity of depression during the first 
3 months postpartum significantly predicted breastfeeding at 3 months postpartum, χ2(1) 
= 7.154, p = .007. In this analysis, both race, χ2(1) = 12.201, p < .001, and relationship status, 
χ2(1) = 5.500, p = .019, also emerged as unique predictors of breastfeeding at 3 months post-
partum. The severity of depression during the first 3 months postpartum remained a sig-
nificant predictor of breastfeeding at 3 months postpartum, even when accounting for race, 
relationship status, insurance, maternal age, and the severity of depression during pregnancy, 




Taken together, this study contextualized rates of depression, rates of breastfeeding, and 
the relation between depression and breastfeeding in a sample of low-income women en-
rolled in a HV program. The study produced several noteworthy findings. First, the rates 
of elevated depression scores in this sample of women (8.7%–21.4%) were more consistent 
with rates of depression in the general perinatal population (13%–19%) (Gavin et al., 2005; 
O’Hara & Swain, 1996) than they were with rates reported in other studies of women en-
rolled in HV (30%–50%) (Ammerman et al., 2010; Segre et al., 2012; Stevens et al., 2002). 
There are several possible explanations for this finding. As mentioned earlier, mothers 
who were selected for the present study had lower average EPDS scores during the first 3 
months postpartum than mothers (with available data) in the broader dataset (5.38 vs. 6.18; 
t (848.47) = 2.753, p = .006). Moreover, during the years that data for this study were gath-
ered, DMHSP had newly implemented procedures for MD, for which home visitors re-
ceived training on screening and referral processes. During this time, 64% of women 
accepted a referral for treatment, and 47% of women reported having received treatment; 
treatment included medication, counseling, and a combination of medication and counsel-
ing. (Segre et al., 2012; Segre & Taylor, 2014). In 2005, DMHSP also implemented Listening 
Visits, a MD treatment developed for delivery by HV nurses in the UK (Holden, Sagovsky, 
& Cox, 1989). DMHSP reported positive evaluation results for Listening Visits in an open 
and randomized controlled trial (Segre, Brock, & O’Hara, 2015; Segre, Stasik, O’Hara, & 
Arndt, 2010). Thus, about half of mothers with elevated EPDS scores were being connected 
with relevant mental health resources. 
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Second, at 3 months postpartum, rates of breastfeeding in this sample of women (56%) 
were higher than the national average (51%) during the time period at which these data 
were collected, especially the national average for women with similar socioeconomic 
backgrounds (40–48%) (Li, Darling, Maurice, Barker, & Grummer-Strawn, 2005). It is pos-
sible that women who enroll in HV programs are more likely to breastfeed. However, it is 
also possible that the breastfeeding education provided by DMHSP home visitors and 
nurse consultants was successful in increasing the likelihood of breastfeeding for some 
women. Home visitors in DMHSP provided families with a comprehensive education on 
the benefits and consequences of various feeding options, including exclusive breastfeed-
ing, partial breastfeeding, or exclusive formula use. Moreover, nurse consultants were 
available to help participants problem solve difficulties breastfeeding. Research has shown 
that women with more support, both lay support and professional support, are more likely 
to breastfeed, more likely to breastfeed for longer, and less likely to discontinue exclusive 
breastfeeding (Britton et al., 2007; Raj & Plichta, 1998); therefore, it is possible that home 
visitors and nurse consultants acted as the support necessary for some women to engage 
in breastfeeding. 
Third, higher EPDS scores during the first 3 months postpartum predicted a lower like-
lihood of breastfeeding at 3 months postpartum, even after accounting for other demo-
graphic characteristics. This suggests that EPDS scores during the postpartum period, 
when compared to EPDS scores during the prenatal period, may have greater predictive 
utility in terms of understanding breastfeeding practices. Screening and connecting moth-
ers with mental health resources during this potentially sensitive time may be particularly 
important. Home visitors in DMHSP promote several other practices, like maintaining up-
to-date immunization and well-baby visit schedules. It is possible that MD interferes with 
the likelihood of engaging in these other practices as well. 
As mentioned earlier, home visitors were quite successful in screening and referring 
women whose EPDS scores were ≥ 12 during this time period; however, about half of the 
women who had elevated EPDS scores either declined treatment or did not follow up after 
being referred for treatment (Segre et al., 2012). Due to the finding that MD might under-
mine the likelihood of breastfeeding, interventions aimed at bridging the gap between re-
ferrals and treatment may be particularly productive. 
Finally, Non-Hispanic White women were significantly less likely to breastfeed than 
other racial groups, a finding contrary to results from previous studies in several ways. 
Previous studies, including those focused on low-income populations, have demonstrated 
that Hispanic women are more likely to breastfeed than other racial/ethnic groups (Li et 
al., 2005). Moreover, although some studies suggest that Black women are less likely to 
breastfeed than White women (Forste, Weiss, & Lippincott, 2001; Li et al., 2005), other stud-
ies suggest no differences in breastfeeding between Black and White women (Hurley, 
Black, Papas, & Quigg, 2008). Our sample of women deviated from each of these previous 
findings; in our sample, Hispanic women were equally as likely to breastfeed as other ra-
cial groups (except for White women), Black women were not less likely to breastfeed than 
other racial groups, and White women were significantly less likely to breastfeed than all 
other racial groups. Perhaps other relevant characteristics were associated with White 
women in our sample, making them less likely to breastfeed. However, exploratory 
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analyses revealed no significant differences between Non-Hispanic White and Other 
women regarding characteristics previously shown to be associated with breastfeeding: 
relationship status, χ2(1) = 1.251, p = .263, average depression scores during pregnancy, 
t(362) = −0.444, p = .657, and average depression scores in the first 3 months postpartum, 
t(362) = 1.02, p = .310. 
 
4.1. Limitations 
This study has limitations. The data provided by DMHSP were collected for administra-
tive, rather than research, purposes. Thus, we were limited to using the data that were 
available in this database to pursue the study aims. There are several other important as-
pects of breastfeeding that were not included in this study. For example, both the WHO 
and the AAP distinguish between exclusive breastfeeding and concurrent use of formula; 
we were not able to make this distinction in our study. Other important aspects of breast-
feeding include previous experience breastfeeding (Huang, Ouyang, & Redding, 2019), at-
titudes toward breastfeeding (Galler et al., 2006), difficulties breastfeeding (Gianni et al., 
2019), feelings of competence regarding breastfeeding (Lau, Lok, & Tarrant, 2018), and 
whether mothers received maternity leave (Ogbuanu et al., 2011). 
Additionally, the generalizability of our findings is limited by several factors. The 
DMHSP program exclusively serves impoverished families, thereby limiting the generali-
zability of our findings to groups of women from other socioeconomic backgrounds. How-
ever, this sample represents a racially and ethnically diverse population of women, and 
our findings can inform research regarding the role of MD in other HV programs with 
similar populations. Additionally, although DMHSP home visitors incorporate curricula 
(e.g., Parents as Teachers) that other HV programs also incorporate, DMHSP home visitors 
tailor visits to families’ unique needs, thus findings cannot be generalized to all HV mod-
els. Moreover, the sample we selected was less likely to be NonHispanic White, more likely 
to be in a relationship, and less depressed during the first 3 months postpartum than the 
sample that was part of the larger database, also limiting the generalizability of findings. 
Finally, the women who were part of the larger database but were not selected for the final 
sample due to insufficient data might reflect a group for whom engagement with HV is 
more difficult, further limiting generalizability of the results. 
 
4.2. Future directions 
The current study highlighted several opportunities for future directions. First, future 
studies should account for the other important aspects of breastfeeding mentioned above 
in an effort to make more specific recommendations for prevention and intervention efforts 
aimed at optimizing breastfeeding practices. Second, previous research has demonstrated 
that treatment of maternal depression alone may not be sufficient to improve parenting 
(Forman et al., 2007; Goodman, Prager, Goldstein, & Freeman, 2015; Logsdon, Wisner, & 
Hanusa, 2009); however, there have been promising results from interventions that have 
targeted parenting in the context of maternal depression (Cicchetti, Rogosch, & Toth, 2000). 
Since HV is a parenting intervention, productive next steps for future studies might in-
clude: (1) examining whether those who receive mental health treatment, and have associ-
ated reductions in depressive symptoms, are more likely to breastfeed than those who do 
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not receive treatment, and (2) examining whether the timing of depressive symptoms, the 
timing of treatment, and the timing of breastfeeding education interact with each other to 
influence the likelihood of breastfeeding. Examining such questions could inform updates 
to HV programs’ existing depression screening and referral protocols and existing breast-
feeding education. Third, women in this sample were less depressed than other women in 
the database from which the sample was derived. Since postpartum depressive symptoms 
were predictive of breastfeeding in a less depressed group of women, an important next 
step would be to examine breastfeeding habits, and engagement with other home visitor 





In the present study, we sought to answer the question: Might MD interfere with mothers’ 
ability to engage with a home visitor advised parenting practice—breastfeeding? This 
study produced several noteworthy findings that can inform prevention and intervention 
efforts aimed at optimizing the likelihood of breastfeeding for women enrolled in HV. 
First, women in this sample were less depressed than women enrolled in other HV pro-
grams. Second, rates of breastfeeding among women enrolled in DMHSP were higher than 
rates of breastfeeding reported in the general population. Third, Non-Hispanic White 
women were less likely to breastfeed than other racial groups. Fourth, the average EPDS 
score during the first 3 months postpartum predicted breastfeeding at 3 months postpar-
tum. These findings highlight groups of women enrolled in HV for whom breastfeeding 
may be especially difficult. Mothers experiencing depressive symptoms in the early post-
partum period may need additional support to increase their likelihood of breastfeeding. 
Further research is required to determine whether treatment of maternal depression is suf-
ficient to increase the likelihood of breastfeeding for those who intend to. 
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